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ABSTRACT
EFFICACY OF ACCEPTANCE AND COMMITMENT TRAINING (ACT) IN A TELEHEALTH FORMAT TO TREAT INDIVIDUALS WITH AN EATING DISORDER
By
Morgan Joy Angel

Disordered eating is a serious condition which affects an individual’s mental and physical
health (Donaldson & Gordon, 2015; Forney et al., 2016). Patients exhibiting the diagnostic
criteria for an eating disorder are most commonly treated through Cognitive Behavioral Therapy
(CBT) and, more specifically, enhanced CBT (CBT-E). Recent studies have evaluated
Acceptance and Commitment Training (ACT) in reducing disordered eating behaviors and
increasing psychological flexibility, demonstrating positive patient outcomes (Berman, Boutelle,
& Crow, 2009; Juarascio et al., 2013; Hill et al., 2015; Hill et al., 2020). The purpose of the
present study is to further evaluate ACT as an effective treatment for patients exhibiting
disordered eating behaviors utilizing a tele-based format. Participants were assigned to one of
two groups – ACT and Control – receiving weekly sessions designed to promote values-based
behaviors and reduce disordered eating behaviors. Additionally, pre-, mid-, and post-treatment
indirect assessments were conducted with each participant in order to evaluate general disordered
eating symptomatology, body-image acceptance, psychological flexibility, and cognitive
defusion.
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CHAPTER I: INTRODUCTION
Food and events that focus on food are important to every culture. We eat to sustain life,
cultivate relationships, express joy, relieve sadness, and even escape boredom. Some individuals
find food-related context aversive due to the association of distressing private events (i.e.,
thoughts and feelings) which may contribute to the development of disordered eating habits
(Giddings & Miltenberger, 2010; Miltenberger, 2005; Juarascio et al., 2013). According to the
National Eating Disorder Association (NEDA, 2018), the general behaviors associated with
disordered eating include distorted body image, food restriction, binge eating, purging, excessive
exercise, avoidance or body-checking behaviors. Additionally, the NEDA indicates that based on
a national survey approximately 30 million people will experience an eating disorder, e.g.,
Anorexia Nervosa, Bulimia Nervosa, Binge Eating Disorder and Other Specified Feeding or
Eating Disorder (OFSED) at some point in their life (2018).
Among the four categories of eating disorders, Anorexia, Bulimia, Binge-Eating
Disorder, and OSFED, an aversive relationship with food is characterized by evident avoidant or
escape patterns of behavior (Giddings & Miltenberger, 2010; Miltenberger, 2005; Timko et al.,
2014). Per the Diagnostic and Statistical Manual of Mental Disorders (DSM-V) specific criteria
aid in the identification of such behavioral concerns with respect to each unique eating disorder
(American Psychiatric Association, 2013). Diagnostic criteria for Anorexia Nervosa, for
instance, includes three main characteristics: (1) restriction of caloric intake leading to a
significantly low body weight in the context of age, sex developmental trajectory, physical
health, (2) an intense fear of gaining weight despite underweight classification, and (3) body
image disturbance, undue influence of body weight or shape on self-evaluation or denial of the
seriousness of the current low body weight (APA, 2013). According to a survey conducted by
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Hudson and colleagues involving 9,282 Americans, 835 women (0.9%) and 278 men (0.3%)
reported to have had anorexia at some point during their life (2007). Those researchers found that
1,392 women (1.5%) and 4,641 men (0.5%) reported meeting the criteria for bulimia nervosa,
which is considerably higher than those who reported Anorexia (Hudson et al., 2007). According
to the DSM-V the diagnostic criteria for Bulimia Nervosa includes (1) recurring binge eating
episodes characterized by eating large amounts of food within a two (2) hour period and sense of
lack of control, (2) recurring inappropriate compensatory behaviors such as vomiting, laxatives,
exercise, or diet pills, (3) self-evaluation influenced by body weight and shape, and (4) cycle of
binge eating and compensatory behaviors occur, on average, at least once a week for three (3)
months (APA, 2013). The trend in those diagnosed with other eating disorders was also apparent
in those who self-reported a diagnosis of binge eating within their lifetime, as exemplified by
3,249 women (3.5%) and 1,856 of men (2.0%) reported meeting such criterion (Hudson et al.,
2007). In order to meet the criteria for Binge-Eating Disorder individuals must exhibit the
following behaviors: (1) recurring episodes of eating large amounts of food, more than most
people would eating in similar circumstances in a short amount of time, (2) eating rapidly,
beyond fullness and secret eating marked with distress around binges (3) sense of lack of control
over eating during the episode, and (4) binge-eating episodes occurring on average at least once a
week for three (3) months (APA, 2013). Lastly, for those individuals who experience significant
distress due to disordered eating symptomology, but do not meet the exact DSM-V diagnostic
criteria for Anorexia Nervosa, Bulimia Nervosa, and/or Binge-Eating Disorder, the DSM-V
included the category of OSFED.
An eight-year study involving 496 adolescent females indicated that the peak onset for
Anorexia is 19 to 20 years old, 16 to 20 years old for Bulimia and 18-20 years old for Binge-
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Eating Disorder (Stice, Marti, and Rohde 2013). With diagnoses taking place between the ages
of 16 to 20 years old, researchers believe that many critical transitions that take place within age
range, i.e., graduating high school, going off to college, finding new careers, transitioning out of
childhood homes and parental control, etc., may function as a setting event for disordered eating
(Stice, Marti & Rohde, 2013). Although eating disorders most commonly begin around early
adulthood, disordered eating symptomology may manifest at any point in an individual’s life.
This makes proactive efforts on prevention and health management somewhat challenging, as
those experiencing challenges associated with food can occur at any age.
Disordered eating is a serious condition that not only affects an individual’s mental health
but also their physical health including nutritional sustainability and developmental health.
(Donaldson & Gordon, 2015; Forney et al., 2016). For example, much of a human’s skeletal
growth occurs between the ages of 10 and 20 (Donaldson & Gordon, 2015). When an individual
experiences malnourishment due to an absence of nutritional intake, like those experiencing an
eating disorder, a reduction in bone mineral density and bone strengths becomes apparent
(Donaldson & Gordon, 2015). Another prominent area of concern for patients who engage in
binge-eating behaviors is not only a higher risk of obesity, but also a greater risk of metabolic
syndromes such as heart disease, high cholesterol diabetes, and cardiovascular related concerns
(McCuen-Wurst et al., 2017). As cited by Forney and colleagues (2016) dental abnormalities
such as enamel erosion, teeth/gum sensitivity, gingival recession and dental lesions are
commonly reported by patients who engage in purging behavior, due to poor nutrition,
dehydration, and stomach acid contacting the teeth and gums. The medical complications
associated with eating disorders can be detrimental to a patient’s health and overall quality of
life. Therefore, it is critical to explore effective treatment options.
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Eating disorders are treated primarily with Cognitive-Behavioral Therapy (CBT) as a
main treatment strategy (Fursland et al., 2012). A more specific form of CBT, known as
Enhanced-CBT (CBT-E), is the most notable treatment approach among patients with eating
disorders (Fursland et al., 2012). According to the American Psychological Association, CBT is
an evidence-based psychological treatment which often involves efforts to modify thinking and
behavioral patterns to cope with difficult situations (APA, 2020). CBT-E originates from CBT
specific to treating bulimia known as CBT-BN after research highlighted the commonalities
among eating disorders and their maintaining mechanisms (Fairburn et al., 2003; Fursland et al.,
2012). Fairburn and associates went on to identify two forms of CBT-E: a “focused” form (CBTEf), which targets the psychopathology of eating disorders exclusively, and a “broad” form (i.e.,
CBT-Eb), which address additional symptoms of eating disorders such as self-esteem,
interpersonal difficulties, etc. (2009). By utilizing CBT-E, researchers have been able to
demonstrate positive outcomes (e.g., Fursland et al., 2012). For example, in a study conducted by
Byrne, Fursland, Allen and Watson the effectiveness of CBT-E was examined for eating
disorders and discovered that for those who completed treatment, 50% of the patients with
Anorexia and 66.7% of patients with Bulimia showed full or partial remission (2012). However,
40% of the 125 patients dropped out of treatment (Fursland et al., 2012). Although variations of
CBT have been widely recognized, these treatment approaches heavily focus on the contexts in
which the client’s aversive experiences and/or symptomology arise, rather than the specific
content and relationship among aversive private events and behaviors (Berman, et al., 2009).
As well-known as CBT is as a treatment for eating disorders, many patients do not
respond effectively to this approach or drop out of treatment. (Wilson et al., 2007). For anorexia
patients, treatment resistance is often due to the intense fear of gaining weight and avoidance
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behaviors often serve as a coping mechanism for avoiding aversive transitional events (Halmi,
2013). Patients with bulimia nervosa experience treatment resistance as a result of intense
concerns for body shape and were considered to engage in greater levels of impulsivity (Halmi,
2013). Therefore, treatment acceptability by patients may be a critical feature for an effective
treatment among patients with eating disorder symptomology (e.g., Hill et al., 2020).
Behavior analytic techniques have been used amongst a wide range of behavioral
concerns and populations with a focus on observable, overt behavior. Contingency management
is a general behavior analytic strategy which has shown to be effective in weight management
and exercise promotion (Brown et al., 2009; Donaldson & Normand, 2009; Wysocki et al., 1979;
Ziser, et al., 2017). Contingency management is a systematic strategy of presenting and
withdrawing contingent rewards as a tool for inducing behavioral change (Ziser, et al., 2017). A
component of contingency management known as contingency or behavior contracting involves
the client and clinician developing a plan regarding the target behavior or goal, how and when
the goal will be achieved, and what item or activity will be awarded to the client contingent upon
completion of the goal (Ziser, et al., 2017).
Wysocki and colleagues utilized behavioral contracting to encourage physical exercise
among college students which incorporated an aerobic points system (1979). Results indicated
contract contingencies increased the number of aerobic points earned per week for seven out of
the eight subjects who participated in the study (Wysock et al., 1979). Goal-setting, selfmonitoring and feedback, additional components to contingency management, have also been
proven effective in increasing calorie expenditure for weight management in adults (Donaldson
& Normand, 2009). In the past, clinicians employed strict bed regimes within contingency
management programs to treat individuals with anorexia nervosa to ensure weight gain (Bhanji
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and Thompson, 1974; Ziser, et al., 2017). In 1974, Bhanji and Thompson utilized operant
conditioning to treat patients with anorexia nervosa while requiring strict bed rest procedures.
Within 31 to 86 days, the patients had regained their lost weight, with weight being gain at a rate
of 1.9 to 7.3 pounds per week. However, extensive supervision was required by the staff
implementing the procedures and medication was provided to clients during treatment, thereby
reducing internal and external validity. In more recent studies, contingency management has
become a more collaborative approach using contingency contract (Ziser et al., 2017). A
collaborative approach to contingency contracting has been used to increase compliance with
individuals receiving dialectical behavior therapy (DBT) treatment for an eating disorder
(Wisniewski and Ben-Porath, 2015). Although contingency management strategies have been
effective, showing positive results, the outcomes are often short-term (Ziser et al., 2017).
A functional approach to the treatment of eating disorders has been utilized wherein a
functional analysis of clinical problems is conducted to assess the relationship among the
environmental events and target behavior (Johnson et al., 1995; Meyer, 2008). Within the
context of disordered eating, eating alone can be linked to emotional, familial, and social
variables (Meyer, 2008). Therefore, it would be beneficial to evaluate these relations and modify
the behavior to observe if change occurs (Meyer, 2006). Johnson and colleagues (1995),
employed a naturalistic functional analysis of self-monitored documentation to evaluate the time
of day, day of the week, context, and physiological state prior to the occurrence of binge-eating
(i.e., antecedents). Results were similar across participants wherein binge-eating occurred during
evening meal times or at evening snack times and most often occurred following negative
emotions (Johnson et al., 1995). A functional analysis of these events indicates conditions for
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treatment planning and the validity of this analysis is commonly measured by the outcome of the
intervention (Meyer, 2008).
An extinction procedure was evaluated by Bosch and colleagues (2008) to treat women
diagnosed with binge eating disorder and was later extended by Giddings & Miltenberger (2010)
to include individuals diagnosed with bulimia nervosa. In both studies, the extinction procedure
included an audiotape where the participants recorded their self-talk prior to binge eating. Then,
they were instructed to listen to their recording during each binge eating event. This extinction
procedure reduced binge eating occurrences from 3 to 4 instances on average across participants
to zero occurrences per week by the third week of treatment for all participants. However, for
Bosch and colleagues (2008) and Giddings & Miltenberger (2010) results were inconclusive in
regards to the function of the recorded self-talk (i.e., extinction or positive punishment). There is
a limited body of research illustrating the efficacy of traditional behavior analytic treatment and
previous studies do not address the covert behaviors individuals with an eating disorder may
experience along with behaviors associated with avoidance and/or disordered eating. An
alternative behavior analytic approach to the treatment of eating disorders, which might be able
to address these concerns, can be found in Acceptance and Commitment Training (ACT).
ACT is a behavior analytic approach to psychotherapy which originates from the
principles within conceptual behavior analysis and Relational Frame Theory (Hayes, BarnesHomes, & Roche, 2002; Hayes et al., 2006). RFT is a post-Skinnerian account of human
language and cognition which was used to guide the development of ACT (Hayes, BarnesHomes, & Roche, 2002; Hayes et al., 2006). As stated by Hayes, from an RFT perspective, “the
core of human language and cognition is the learned and contextually controlled ability to
arbitrarily relate events mutually and in combination, and to change the functions of specific
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events based on their relations to other” (2006). In other words, the basis of language and
cognition is arbitrarily relating events through mutual entailment, combinatorial entailment, and
the transformation of stimulus function (Hayes et al., 2006). Mutual entailment describes the
fundamental bidirectionality of relational responding (A=B; B=A) and combinatorial entailment
indicates a derived stimulus relation between two or more stimulus relations which mutually
combine (A=B and A=C, therefore B=C). Transformation of stimulus functions develops from
these functions of stimuli due to the relations formed between one another (Hayes, BarnesHomes, & Roche, 2002). A client may report their body image distortions as feeling “like being
trapped in a heavy, fat suit” (Figure 1). For the therapist listening, he/she is able to experience
that simile but with their own unique history and relational networks to identify the feeling may
be anxiety-provoking, exhausting, and lonely.
“Being trapped in
a heavy fat suit”

Figure 1. The above figure represents the equivalence relationship between body image,
distortions and anxiety.
A class of stimulus relations are known as relational frames (Hayes, Barnes-Homes, &
Roche, 2002). Relational frames are a unit of responding and a specific class of functional
(operant) behavior which serve as classifications or ways in which stimulus events may relate to
one another. Although there are many relational frames such as opposition, distinction,
hierarchical, spatial, and deictic relations which develop based on any individuals learning
history, particularly relevant to eating disorders include the relational frames of coordination
(sameness), comparison, conditionality and causality, and temporal relations (Hayes, Barnes8

Homes, & Roche, 2002). Patients with eating disorder symptomology may compare their
physical appearance to other individuals or identify specific characteristics as “perfect” and
therefore strive to achieve those features. In conditionality and causality, both hierarchical and
comparative relations are used to relate events as causing other events (Hayes, Barnes-Homes, &
Roche, 2002). For instance, an individual displaying symptoms of anorexia may establish the
notion that “food causes weight gain, weight gain causes me to get fat, and being fat means, no
one will like me” (Figure 2).

Figure 2. The above figure depicts the relations developed between food, weight, and the fears of
gaining weight.
Temporal relations are similar to causality and comparison but are along the dimension of
time (Hayes, Barnes-Homes, & Roche, 2002). In other words, relations such as if-then
statements are developed through temporal relations. To further the previous example, “if I eat
too much, then I will get fat” (Figure 2) and “if I purge what I ate, then I will not get fat and
people will like me” (Figure 3). These relational frames introduce the ability of an individual to
generate personal rule-statements that increase the reinforcing qualities of the consequences that
follow disordered eating behaviors.
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Figure 3. The above figure represents the equivalence relationships between purging, not gaining
weight, and having friends.
Relational Frame Theory provides an in-depth explanation of rule-governed behavior,
especially self-generated and/or self-directed rules and values. Within behavior analysis, rulegoverned behavior are responses under the control of antecedent verbal stimuli and do not
require direct training rather their evocative effects are established from a history of rule
following which has been shaped by their physical and social environments (Hayes, BarnesHomes, & Roche, 2002; Hayes et al., 1989). There are three forms of rule-governed behavior:
pliance, tracking, and augmenting. In pliance, a rule is followed due to a past history of socially
mediated reinforcement establishing a correlation between similar rules and behavior (Hayes et
al., 1986). An example relevant to the development of eating disorders is the doctor instructs the
patient to eat three small meals each day for at least one week to earn an outing. After
achievement of this task, the doctor then takes the patient on an outing of his/her choosing. After
a history of reinforcement has been established, the patient learns to respond to similar rule
statements as an antecedent. For example, when instructed by the doctor to engage in more
appropriate eating habits, the patient engages in the instructed behavior in order to earn
community-based activities. In tracking, rules are followed due to a past history of association
between the rule and the natural contingencies (Hayes et al., 1986). For instance, if the client in
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the previous example now eats the instructed three meals per day to gain weight and intake
nutrition, the behavior is considered tracking. Augmenting is the third form of rule-following
development in which the rule governance is due to relational networks which modify the degree
to which events function as consequences (Hayes et al., 1986). There are two forms of
augmentals - motivative and formative. Although both forms are based on the relationship of a
relational network and consequences, in formative augmenting the consequence is established as
either a reinforcer or punisher while in motivative augmenting the degree to which it serves as
either the reinforcer or punisher is altered (Hayes, Barnes-Homes, & Roche, 2002). Augmenting
rule-governance is particularly relevant to patients with eating disorders as often patients have
developed personal rule statements related to their appearance or self-worth. For instance, “I am
not happy unless I am thin” or “Food makes me happy.” These statements carry significant
weight as patients engage in behavior to follow these rules. It is important to evaluate these
statements by identifying the accuracy of such rules, ensuring that the patient contacts
contingencies that discredit the rule, and aid them in the development of more healthy, positive
rules.
Within the realm of psychotherapy, RFT suggests four main concepts. First, verbal
problem solving and psychopathology stem from the same cognitive processes and it would not
be practical to eliminate these processes (Hayes, et al., 2006). Second, the use of extinction may
hinder learned responding but it does not always terminate it and, therefore, cognitive networks
cannot be easily removed as they are part of the organism’s historical learning process (Hayes, et
al., 2006). Third, attempting to directly change key nodes in a cognitive network creates a
context in which the network becomes more intricate, increasing the functional importance of
such nodes (Hayes, et al., 2006). Lastly, because the impact of these cognitive networks are
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controlled by specific contextual stimuli, it is possible to lessen their impact on negative
cognitions, no matter the form (Hayes, et al., 2006). Overall, RFT suggests the primary focus of
a clinical intervention should be on the function of negative cognitions (Hayes, et al., 2006).
Hayes suggests ACT allows for the possibility to go beyond attempting to change
thoughts or feelings in order to alter overt behavior and, instead, seeks to change the contexts
which fuse these domains (2006). Psychopathology, from an ACT perspective, originates from
the interaction between human language and cognition and direct contingencies within the
environment, which produces an inability to engage in or change behavior to service individual
long-term values (Hayes, et al., 2006). Although rule-governance allows humans to engage in
behavior that is safe or productive, rule-governance may also evoke rigid or inflexible behavior
which may become unfavorable to the client (Hayes et al., 1989; Hayes et al., 2002; Hayes,
2004; Hayes et al., 2006). When such rules are established, individuals often engage in behaviors
associated with experiential avoidance. Experiential avoidance is a natural language process with
the overarching goal of “avoiding” pain in order to “feel good” (Hayes et al., 2006). In the case
of patients with Binge-Eating Disorder or Bulimia Nervosa, research suggests automatic negative
reinforcement plays a role in maintaining the binge-eating behavior among both disorders, in that
engagement in the binging removes negative private events (Miltenberger, 2005; Giddings &
Miltenberger, 2010). Therefore, such patients may avoid or escape aversive contexts and, in turn,
engage in harmful behaviors which have previously resulted in reinforcement. Due to the
reinforcing nature, such behaviors increase to a point in which the individual’s health and
wellbeing are of concern. Rather than educating clients on ways to avoid aversive private events,
as seen in CBT, ACT attempts to a reconstruct inefficient relational networks and increase
psychological flexibility (Hayes, Pistorello, and Levin, 2012).
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ACT seeks to increase psychological flexibility through six (6) processes: Acceptance,
Present Moment Awareness, Self-as-Context, Defusion, Values Identification, and Committed
Action. As a contrast to experiential avoidance, acceptance is the active embrace of covert
behavior without attempting to alter the form or frequency, while reducing engagement in
escape-maintained behaviors (Shayter, 2020; Hayes et al., 2006). Acceptance exercises focus on
weakening the stimulus control of covert behavior through promoting and supporting an
individual’s behavior of contacting aversive private events (Shayter, 2020). Present moment
awareness promotes non-judgmental contact with private and environmental events as they occur
in order for the client to experience the world more directly while supporting more flexible,
values directed behaviors (Hayes et al., 2006). These exercises encourage the client to bring
attention to stimuli within their environment and notice their interaction with the stimuli in the
present, rather than ruminate on past or future contexts. Cognitive defusion is another process of
ACT which focuses on altering the function of covert behavior attempts thereby attempting to
modify the way in which one interacts with aversive private events (Hayes et al., 2006).
Defusion exercises seek to decrease the stimulus control formed from rigid rule statements and
increase flexibility when acquiring or adhering to rule statements.
The fifth process of ACT is values identification. Values are qualities of action which
cannot be tangibly obtained (Hayes et al., 2006). Exercises within this domain aid clients in
choosing valued action in service of their desired life directions while weakening the stimulus
control between verbal processes and direct behavior (Hayes et al., 2006). Lastly, committed
action utilizes the incentive of chosen values to encourage the development of larger, effective
patterns of behavior (Gould, Tarbox & Coyne, 2018). Once values are established, exercises help
clients identify specific overt behavior which would service those values and though self-
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management, goal-setting, and behavior contracts, committed action may be obtained (Gould,
Tarbox & Coyne, 2018). The six ACT processes are interrelated, with each process supporting
another in order to promote and increase psychological flexibility.
Over the last few years there has been a steady increase in the interest of treating patients
with eating disorder utilizing ACT. Despite the limited research, ACT has been shown as a
promising model for treatment within the eating disorder population (e.g., Berman, Boutelle, &
Crow, 2009; Hill et al., 2015; Hill et al., 2020). Disordered eating behaviors are often
conceptualized as a coping mechanism to avoid or remove aversive private events. Additionally,
experiential avoidance is regarded as involving both internal and external stimuli related to body,
food, and rigid, verbal statements, i.e., “I am not good enough.” Therefore, ACT can be utilized
to weaken the relationship between aversive private events and disordered eating behaviors by
promoting psychological flexibility to accept such distressing events or stimuli in order to
engage in behavior in accordance with self-selected values.
Juarascio and colleagues (2013a) conducted a study within a residential treatment facility
to investigate the efficacy of group-based ACT treatment for women emitted for an eating
disorder (anorexia, bulimia, and/or EDNOS). The 140 women included were assigned to two
treatment conditions: treatment as usual (TAU) and treatment as usual plus ACT (TAU+ACT).
The TAU condition consisted of a system designed to normalize eating patterns, stabilize weight,
and eliminate any compensatory behavior using individual and group programs addressing
coping skills and female bonding (Juarascio et al., 2013a). The ACT condition consisted of
twice-weekly ACT group treatment covering the core ACT processes with eight ACT groups
being offered. Each of the groups contained a food challenge (exposure activity) designed to
measure the patient’s willingness to consume a food, reported by the individual to be
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“forbidden” (Juarascio et al., 2013a). Pre- and post-treatment measures were conducted using a
series of questionnaires, scales, and the food challenge. Results indicated those within the ACT
group trended toward greater improvement in scores, showed larger decreases in weight
concerns, shape concerns, and eating pathology at post treatment. ACT patients’ food
consumption within the food challenge was 24.88%, whereas the TAU group’s consumption was
11.90% at post-treatment. 38% of the ACT patients who were at the clinical range at pretreatment had fallen to normative range by post-treatment. Only 17% of the TAU patients
reached normative levels at post-treatment and were more likely to be re-hospitalized compared
to those within the ACT group.
Based on the results of the Juarascio and colleagues (2013) study, the research group
extended their investigation to whether more severe baseline eating pathology, i.e.,
symptomology, hospitalization history, and low weight in anorexia, diminished the effects of
ACT (Juarascio et al., 2013). The study included the same setting, participants and procedures
described in the original Juarascio et al. (2013) study. Within the present study, three hypotheses
were evaluated: (1) Severity would moderate the effect of the treatment conditions, such that the
advantage of ACT and treatment as usual (TAU) will be more pronounced among those with
greater eating pathology, (2) Prior hospitalizations would moderate the effect of the treatment
conditions, such that the advantage of ACT+TAU will be more pronounced among those with
prior hospitalizations, (3) For anorexic patients, pre-treatment weight would moderate the effect
of the treatment conditions, such that the advantage of ACT+TAU will be more pronounced
among those with lower pre-treatment weights (Juarascio et al., 2013). Overall, results
suggested ACT would be effective for treatment those patients who display more severe eating
disorder symptomology.
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In addition to diminishing eating disorder symptomology, ACT has been proven effective
in increasing valued-based behaviors amongst individuals with an eating disorder. Hill and
colleagues (2020) evaluated the effectiveness of a compassion-focused ACT model to decrease
restrictive eating and problematic body-checking while promoting valued-based overt behaviors.
The three women included within the study were asked to self-monitor their restrictive eating
and body checking behaviors as well as an additionally clinically relevant, self-identified
behavior in a valued life domain. In addition, each of them completed self-report measures
assessing body-image flexibility, self-compassion, general eating disorder symptoms, and
psychological distress throughout the study. Overall, results suggested that ACT did aid in
reducing restrictive eating and body-checking behaviors and improving clinically relevant,
valued-actions for all three participants. Participants reported that they enjoyed the focus on
valued directions and decreasing problem behaviors and they appreciated the exercise included
with one participant noting they “liked that it was not just about food and weight but about
becoming the person they wanted to be” (Hill et al., 2020). This anecdote is particularly
important because eating disorders are amongst the most difficult to treat due to patient’s
resistance to treatment, acceptance of needing treatment, and high drop-out rates (Halmi, 2013;
Hill et al., 2015; Juarascio, et al., 2013). Results of the previously described studies support the
use of ACT in the treatment of individuals suffering from disordered eating behaviors as there
has been reported acceptance by patients of the treatment and potential reinforcing effects within
promoting valued-based actions as patients are contacting reinforcers they may have
inadvertently been avoiding (Hill et al., 2015).

16

Rationale
Although the previous studies provide initial support of utilizing ACT as a treatment for
eating disorder symptomology, further research is required to measure the effects of overt
behavior, both relevant to eating disorder symptomology and values based alternative behaviors
while increasing reliability of self-report measures. The preceding literature has shown that ACT
may be effectively delivered in a group or individual format, however ACT has not been
evaluated in an individualized, telehealth format which may be beneficial to clients in rural or
undeserved areas. Despite previous research being conducted in-person, studies have relied
heavily on self-reported measures of overt behavior, limiting the reliability of the results (Hill et
al., 2015, Hill et al., 2020).
The purpose of the present study is to continue the research of employing ACT to reduce
overt and covert eating disorder symptomology while increasing alternative, values-based
behaviors through a telehealth format. The current study further seeks to extend the research of
Juarascio and colleagues (2013) by modifying their acceptance-based treatment protocol to
divide the six-core processes of ACT into separate individualized treatment sessions delivered on
a weekly basis rather than stand-alone group-based sessions. In order to increase the reliability of
treatment effects, self-reported frequency of alternative behavior will require permanent product
submission, i.e., photo or video (similar to the methodology used by Gould et al., 2018). A
yoked-control group will be included within the study to validate the effects of ACT in which the
comparison group will receive individualized, telehealth-based behavioral contracting services
including self-management and goal setting strategies.
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CHAPTER II: METHOD

The following provides a description of the methodology applied throughout this study.
Participants and Setting
Participants were recruited for this study from a mid-western university or high school
through referrals from school counselors or self-referrals based on flyers presented throughout
the university or high school. In order to qualify for the study, a global of 2.09 or higher on the
Eating Disorder Examination Questionnaire (EDE-Q) was required in order to indicate clinical
distress related to symptomology. Of those who expressed interest in study participation, only
71.4% provided consent. 40% of the those who provided consent dropped out before baseline
data was fully collected due to full, busy schedules (50%) or discomfort associated with a new
awareness of their disordered eating (50%). A total of three participants were included within the
study and randomly assigned to either ACT or Control groups: Sylvia, a Caucasian, cisgender
female in her early 20’s; Flynn, a Caucasian, transgender male in his early 20’s; and Lydia, a
Caucasian, cisgender female, over the age of 50. Informed consent was obtained by each
participant over the age of 18 prior to meeting with the researcher and baseline.
The study was conducted utilizing a telehealth format wherein recorded sessions were
conducted via Zoom weekly. Sessions were scheduled on a recurring basis with the main
researcher and accommodated the participant’s schedule. Activities were provided to each
participant following the weekly session and were to be completed at his/her own pace.
Completed homework activities were returned to the main researcher in the beginning of each
session via email with confidentiality encryption.
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Apparatus and Stimuli
Acceptance and Commitment Therapy (ACT) was provided throughout eight, one-hour
sessions with each session focusing on a particular ACT-process. The ACT treatment provided
was created based on two previously implemented research studies and such procedures were
modified and combined to best suit the needs of participants with eating disorders, and the
research objective of the present study. After positive results from the study conducted by
Juarascio et al. (2013), the researchers published a manual based on the treatment procedures
employed within their study – Acceptance-Based Treatment of Eating Disorders. However, the
developed manual was intended for a group format and fits the needs of a residential facility.
Therefore, the manual was modified to fit one-on-one treatment sessions. The second
modification was based on a study with Gould, Tarbox, and Coyne (2018) in which ACT was
used to aid parents in increasing engagement of values-based overt behavior so as to decrease
experiential avoidance and psychological inflexibility in relation to parenting behaviors. The two
procedures were combined to promote values-based overt behaviors and to target specific eating
disorder pathology and related aversive private events. Due to the stand-alone, group-based
format of Acceptance-Based Treatment of Eating Disorders, the manual was further modified by
separating the content into individual sessions with each containing just one of the core main
processes, as seen Gould, Tarbox, and Coyne (2018). This modification provided more extensive
training for the participant within each core process. The combined version of the two treatment
procedures were modified by a Board-Certified Behavior Analyst (BCBA) with extensive
experience with ACT and a Board-Certified Assistant Behavior Analyst (BCaBA) who is the
main researcher for the present study The treatment included homework activities for the
participants to complete outside of scheduled session times and corresponding materials were
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provided to the participant by the main researcher. As used by Gould, Tarbox, and Coyne (2018),
the main researcher conducted between-session prompts to encourage completion of the
homework activities and goal achievement.
Experimental Design and Procedures
A non-concurrent multiple-baseline across participants was employed to analyze the
effects of ACT on overt and covert disordered eating behavior(s) as well as values-based overt
behavior. Two of the three participants, Sylvia and Lydia, were included in the ACT treatment
group whereas the other participant, Flynn, was yoked in a control group in which treatment
focused on goal setting. Upon completion of the study, the yoked-control group was offered the
ACT treatment, but declined the offer.
Participants initially completed an acknowledgement agreement in which their informed
consent was obtained indicating their willingness to participate in the study. Once consent had
been obtained, the participants met with the main researcher, individually, in order to evaluate
disordered eating behaviors and assess whether or symptomology warranted involvement in the
study as indicated by their score on the EDE-Q. Participants were then asked to complete four
additional indirect assessments: Body Image Acceptance and Action Questionnaire (BI-AAQ),
Acceptance and Action Questionnaire – II (AAQ-II), Drexel Defusion Scale (DDS), and a
Functional Analysis Questionnaire (FAQ). This initial meeting further included a collaborative
approach to identify and define disordered eating behaviors and values-based behaviors the
participant wished to target.
Participants were then transitioned to baseline which included daily data collection on eating
disorder behavior(s), values-based behaviors and aversive private events (related and unrelated to
their disordered eating behaviors). Each participant was provided a brief session on the data
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collection process prior to collecting data on his/her own and was encouraged to pose questions
as needed. This data was reported to the researcher weekly prior to each session.
Acceptance and Commitment Therapy
For two participants, Sylvia and Lydia, eight ACT sessions were conducted weekly with
the main researcher via Zoom for approximately one-hour. Active engagement in session was
required for each participant through the use of within-session exercises and questions posed to
the participant regarding discussed content. Additionally, between session activities were
assigned to each participant in order to solidify the concepts discussed each week. The following
is a description for each session:
Session I: Introduction and Creative Hopelessness
An initial interview was conducted with the participant and the main researcher to
establish an introduction to ACT, treatment expectations and encourage awareness of the
efficacy of current coping techniques. During the session, exercises were provided which helped
participants identify their areas of psychological suffering and/or life challenges as well as
personal goals for treatment. As homework, the participants continued data collection, practiced
evaluating and identifying their coping strategies, and attempt “dropping the rope.”
Session II: Present Moment Awareness
The second session began with going over the previous week’s self-collected data and
homework. An introduction to present moment awareness and related exercises was then
provided to the participant. Additionally, the participant was provided an opportunity to discuss
any thoughts or events which came up during the last week in relation to their disordered eating
and seeking treatment. As homework, the participant was asked to engage in daily mindfulness
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exercises throughout the week. Between sessions prompts were delivered prior to the next
session via e-mail to remind the client to complete activities.
Session III: Acceptance
The third session started with a review of the previous week’s data and the previous
week’s homework was reviewed and discussed. Acceptance was the focus of this session in
which the concept was introduced and exercises conducted with the participant. Homework for
the new week included acceptance and mindfulness techniques for the participant to employ in
their daily living routines. Between session prompts were delivered following the session via email containing information on acceptance and the participant’s self-reported goals as a reminder
to complete the homework.
Session IV: Defusion
The fourth session centered on defusion and techniques to defuse with aversive private
events. The session began with a review of the last week’s collected data and completed
homework. This week’s homework was to actively engage in defusion strategies. Between
session prompts were again delivered following the session via e-mail.
Session V: Self-as-Context
The fifth session focused on perspective taking. The session started with a review of the
previous week’s data and homework activity. Self-as-context was then introduced to the
participant along with related exercises. The participant was provided with a homework activity
to complete throughout the remainder of the week. Between session prompts were delivered
following the fifth session to remind the participant to complete the assigned activity.
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Session VI: Values
During this session, mid-treatment indirect assessments were conducted in which the BIAAQ, AAQ-II, DDS, and EDE-Q were again conducted. Following a review of the data
collected and homework completed values were introduced to the participant. The participant
completed exercises related to values clarification with the main researcher and was provided a
corresponding homework exercise for that week. Between-session prompts were again delivered
following the session to remind the participant to complete the homework and continue data
collection.
Session VII: Committed Action
Following a review of the previous week’s data and homework, the participant was
introduced to committed action and the purpose behind the ACT process. In addition, with the
support and assistance from the main researcher, the participant was asked to develop ways in
which they could engage in actions based on their values stated in the prior session. The main
researcher also revealed their values-based behavior data with them in order to provide them
feedback in regard to their progression thus far. Exercises within this session focused on
committed action and utilizing newly acquired mindfulness, acceptance, defusion and self-ascontext techniques were conducted with the participant. In addition, they were provided a final
homework activity for the remainder of the week. Between sessions prompts were delivered
following the session via e-mail containing information on the previous ACT processes and the
participant’s self-selected actions as a reminder to complete the homework.
Session VIII: Transition out of Treatment
The final session consisted of a final review of the six core ACT process and a discussion
of how these processes work together in order to increase psychological flexibility. The
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participant was provided resources related to clinical supports if they were interested in
continuing a treatment. Additionally, the researcher and participants discussed their acceptability
of the treatment and how to they view their progress. Lydia indicated that in the beginning of
treatment she struggled to find the motivation for the between session activities but as time
progressed enjoyed the lessons she had learned.
Control Group Treatment – Behavioral Contracting
A yoked-control participant, Flynn, received an alternative treatment of behavioral
contracting which included self-management and goal-setting strategies. Sessions were
conducted weekly, for approximately fifteen minutes. At the initial meeting, the process of
behavioral contracting was discussed with the client along with how to develop goals. A
behavioral contract was developed between the participant and researcher targeting one of the
clinically relevant behaviors chosen at the beginning of the study – exercise. At this time, the
participant reported their overall goal for treatment and smaller, specific goals were set for each
week of treatment. In addition, a reward was established contingent upon successful achievement
of the weekly target. Flynn chose for his reward to be an hour of self-care wherein the specific
activity could be modified dependent on motivation and preference during that week. A second
behavioral contract was established by the researcher and participant during week six regarding
establishing regular meals. However, on the seventh week, the second contract was terminated
due to a challenge in housing circumstances and lack of resources in order to maintain the goal.
The following meetings included discussion of the previous week’s goal progress, feedback, and
discussion regarding potential barriers to successful achievement. If a participant was unable to
reach that week’s goal, they received the option to either decrease, increase goal requirements, or
keep the same goal requirements for the new week. Between sessions prompts were delivered
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following the session via e-mail containing the participant’s self-reported goals as a reminder to
complete the goal.
Dependent Measures and Reliability
Dependent measures used within the study for the ACT and control groups were
disordered eating behaviors, values-based behaviors, aversive, private events and indirect
measures on body image acceptance, psychological flexibility, experiential avoidance, defusion,
eating disorder pathology, function regard disordered eating. All measures were based on selfreport, however values-based behaviors required a permanent product for each occurrence.
Disordered Eating Behaviors
Participants within both groups were asked to report occurrences of self-identified disordered
eating behaviors using partial-interval event recording utilizing one-hour intervals. For each
instance of the targeted behavior, the participant was to mark an “X” within a corresponding onehour interval. The disordered eating behaviors targeted for reduction were reported by the
participant as the most critical or distressing. Prior to collecting any data, these behaviors were
agreed upon and operationally defined with the participant and main researcher. The observable
disordered eating behaviors could include binge-eating, purging, avoidance of food or restriction
of food (i.e., avoiding meals, not finishing a single serving, staying home instead of going to a
food-related environment, etc.), body-checking (i.e., self-examination of his/her body or
comparing self to another individual), etc. Within the ACT group, Sylvia chose to target for
reduction food restriction and Lydia chose to target for reduction snacking and hidden eating.
The individual within the control group, Flynn, chose to target food restriction and night-time
snacking for reduction.
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Values-Based Behavior
Participants were asked to record daily any instances in which they engaged in behavior
based on their values. In other words, if the participant engaged in a chosen valued behavior,
they were to indicate the instance within the corresponding one-hour interval and provide a form
of permanent product ensuring the activity was engaged in. Permanent product could take the
form of a photograph or video of them engaging in the activity, a written product of the activity
(e.g., letter to themselves, list of goals, completed homework, etc.) or a physical result of the
activity (e.g., completed craft, clean room, new clothing, etc.). Each participant within the study
chose to utilize photographs with time and date stamps to account for permanent products. Sylvia
identified that eating foods she craved was a valued-behavior she wanted to promote. Lydia
chose to target vegetable intake and exercise as her values-based behaviors due to a recent health
concern. Flynn indicated exercise and regular meal intake as values-based behaviors.
Private Events
Aversive private events were recorded using the same one-hour partial interval event
recording. Therefore, when aversive private events occurred, the participant was asked to
indicate each event in the corresponding interval. The participants were provided codes for the
main private events (i.e., anxiety, guilt, shame, anger, depression, loneliness, etc.) and would
write the code within the interval. Additionally, a rating scale was provided to the participant in
order for them to rate the aversiveness of the private event, with one (not aversive) to five (very
aversive) and would denote their rating next to the code provided.
General Experiential Avoidance
The Acceptance and Action Questionnaire – II (AAQ-II) was used to assess experiential
avoidance, or the tendency for an individual to avoid aversive private events, and psychological

26

flexibility or inflexibility. The AAQ-II is a seven-item questionnaire which utilizes a 7-point
Linkert scale ranging from “Never True” (1)” to “Always True” (7) (Bond et al., 2011). Higher
scores on the AAQ-II reflect greater levels of experiential avoidance and psychological
inflexibility. The AAQ-II was completed by participants at baseline, mid-treatment and posttreatment.
Body Image Acceptance
Body image acceptance and psychological flexibility were assessed utilizing the Body
Image Acceptance and Action Questionnaire (BI-AAQ). The BI-AAQ is a self-report measure of
body image flexibility consisting of 12 questions which are scored utilizing a seven item Linkert
scale ranging from “Never True” (1) to “Always True” (7) and has demonstrated high internal
reliability (Sandoz et al., 2013; Timko et al., 2014). Higher scores on the BI-AAQ reflect lower
levels of body-image acceptance and psychological flexibility. Participants completed the BIAAQ at baseline, mid-treatment and post-treatment.
Defusion
Defusion was assessed utilizing the Drexel Defusion Scale (DDS). The DDS is a 10-item
questionnaire which uses a 6-point Linkert scale ranging from “Not at All” (0) to “Very Much”
(5) in order to assess an individual’s ability to distance himself or herself from aversive private
events and physiological reactions (Forman et al., 2012). Higher scores on the DDS indicate
lower levels of cognitive defusion. Participants completed the DDS at baseline, mid-treatment,
and post-treatment.
Eating Disorder Pathology
The Eating Disorder Examination-Questionnaire (EDE-Q) was used as a self-report
measure for general eating disorder symptoms. The EDE-Q consists 28 questions regarding four
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(4) subscales - Restraint, Eating Concerns, Shape Concerns and Weight Concerns – in addition to
the frequency of main eating disorder behaviors in the past four (4) weeks (Fairburn & Beglin,
1994). The EDE-Q was completed by all participants at baseline, mid-treatment, and posttreatment.
Behavioral Function
A Functional Analysis Questionnaire (FAQ) was developed in order to evaluate the
function of each participant’s disordered eating behaviors. This questionnaire is a modified
version of the Gambling Functional Assessment (GFA; Dixon & Johnson, 2007). The FAQ
consisted of 20-items in which the participant was to rate the item using a 6-point Linkert scale
ranging from “Never” (0) to “Always” (6). This modified version has not been evaluated for
validity or reliability in previous studies.
Treatment Reliability
In order to ensure treatment reliability, all sessions were recorded with the consent of the
participant and later reviewed by a BCBA with extensive ACT training. All recordings were
stored for a minimum of seven years on an encrypted server, compliant with the Health
Insurance Portability and Accountability Act (HIPAA). The server and all research data were
only accessible to the main researcher and faculty research advisor(s). To ensure self-report
measures were reliable, permanent products were required in order to accurately self-report
values-based behaviors.

28

CHAPTER III: RESULTS

The effects of ACT and Behavioral Contracting on eating disorder, values-based
behaviors and aversive private events are shown in Figure 4 through 11 for all three participants.
The ACT group showed greater success in reducing disordered eating behaviors and increasing
values-based behaviors. On average, during baseline, Sylvia engaged in disordered eating
behaviors 3.6% of intervals per day, values-based behaviors 14% of intervals per day, and
experienced aversive private events 18% of intervals per day. Throughout treatment, Sylvia
engaged in disordered eating behavior 0.2% of intervals, values-based behavior 3% of intervals,
and experienced aversive private events 10% of intervals per day, on average. This indicates an
average 3.4% reduction in disordered eating, 11% increase in values-based behavior, and an 8%
decrease in aversive private events. Throughout the study, Sylvia most often reported feelings of
guilt (96.4%) with an average aversive rating of 3.5 and anger (3.57%) with an average aversive
rating of 2. During baseline, Lydia on average engaged in disordered eating behavior 5.0% of
intervals, values-based behaviors 5% of intervals, and experienced aversive private events 5% of
intervals per day. During treatment it was indicated she engaged in disordered eating behavior
4.7% of intervals, values-based behaviors 4% of intervals, and experienced aversive private
events 3% of intervals on average, per day. These results indicate a 0.3% reduction in disordered
eating behaviors, a 1% reduction in values-based behaviors, and a 2% reduction in aversive
private events, on average. Lydia most often reported feelings of anxiety (100%) with an average
aversive rating of 3, depression (23.3%) with an average aversive rating of 3, and stress (16.7%)
with an average aversive rating of 2. On average, during baseline, Flynn engaged in disordered
eating behaviors 10.1% of intervals, values-based behaviors 2% of intervals, and experienced
aversive private events 6% of intervals per day. Throughout treatment, Flynn, on average,
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engaged in disordered eating behaviors 11.3% of intervals, values-based behaviors 3% of
intervals, and experienced aversive private events 2% of intervals per day. This indicates a 1.2%
increase in disordered eating behaviors, 1% increase in values-based behaviors and 4% reduction
in aversive private events on average. Flynn most often reported feelings of anxiety (73.2%) with
an average aversive rating of 2.8, depression (17.1%) with an average aversive rating of 2.9, and
sadness (9.8%) with an average aversive rating of 2.

Figure 4. The above graph displays the percentage of intervals in which disordered eating
occurred per day using a multiple-baseline design to evaluate the effects of ACT across ACT
group participants. The results indicate a 3.4% average reduction in disordered eating behavior
for Sylvia and 0.3% average reduction for Lydia.
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Figure 5. The above graph displays the percentage of intervals in which disordered eating
occurred per day using a multiple-baseline design to evaluate the effects of Behavioral
Contracting for the control group participant. Results indicate a 1.2% increase in disordered
eating behaviors for Flynn, on average.
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Figure 6. The above graph displays the percentage of intervals in which values-based behavior(s)
occurred per day using a multiple-baseline design to evaluate the effects of ACT across ACT
group participants. These results indicate an average 11% increase in values-based behaviors for
Sylvia and 1% reduction in values-based behaviors for Lydia.
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Figure 7. The above graph displays the percentage of intervals in which values-based behaviors
occurred per day using a multiple-baseline design to evaluate the effects of Behavioral
Contracting for the control group participant. These results indicate a 1% increase in valuesbased behaviors, on average.
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Figure 8. The above graph displays the percentage of intervals in which aversive private events
occurred per day using a multiple-baseline design to evaluate the effects of ACT across ACT
group participants. Results indicate an average 8% decrease of aversive private events for Sylvia
and 2% reduction for Lydia.
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Figure 9. The above graph displays the percentage of intervals in which aversive private events
occurred per day using a multiple-baseline design to evaluate the effects of Behavioral
Contracting for the control group participant. Flynn’s results indicate a 4% reduction in aversive
private events, on average.

35

Figure 10. The above graph displays a cumulative log using percentage of intervals to evaluate
the effects of ACT on disordered eating, values-based behaviors, and aversive private events
across the ACT group participants.
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Figure 11. The above graph displays a cumulative log using percentage of intervals to evaluate
the effects of Behavioral Contracting on disordered eating, values-based behaviors, and aversive
private events across the control group participants.
Indirect assessments on experiential avoidance and acceptance (AAQ-II), body image
acceptance (BI-AAQ), defusion (DDS), general eating disorder pathology (EDE-Q), and
function of behavior (FAQ) were conducted pre-treatment, mid- treatment, post-treatment for
each participant, both from the ACT and control group. Figures 12 through 15 display the results
for each assessment method and participant.
Results of the four indirect assessments were relatively consistent across participants
within the ACT group wherein scores worsened mid-treatment but were reduced post-treatment
from baseline measures. For the AAQ-II, pre-, mid-, and post-treatment scores for Sylvia were
27, 33, 24, and for Lydia was 43, 26, and 19, respectively, showing a decrease in psychological
inflexibility and experiential avoidance by 3. Pre-, mid-, and post-treatment results of the BIAAQ for Sylvia were 57, 59, and 43, showing an improvement in body-image acceptance by 14.
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Lydia’s BI-AAQ scores were 70, 63, 40 for pre-, mid-, and post-treatment stages respectively,
showing an improvement in body-image acceptance by 30. The DDS results for Sylvia was 31,
33, and 35 for pre-, mid-, and post-treatment scores, indicating an increase in cognitive fusion by
4. Lydia’s DDS results were 24, 30, and 44 for pre-, mid-, and post-treatment scores which
indicate an increase in cognitive fusion by 20.
As for the FAQ, Sylvia’s results indicated a primary function for disordered eating as
access with a score of 21 and secondary attention function with a score of 13. Lydia’s FAQ
results indicated escape and sensory functions with scores of 14 and 13, respectively. EDE-Q
results for Sylvia indicated global scores of 3.80, 2.21, and 1.49 for pre-, mid-, and posttreatment showing a decrease in eating disorder symptomology by 2.31. Lydia’s EDE-Q global
scores for pre-, mid-, and post-treatment were 2.96, 3.13, and 1.81 indicating a decrease in eating
disorder symptomology by 1.15. Neither participant from the ACT group met the EDE-Q
inclusion criteria of 2.09 at post-treatment.
Results of the indirect assessments for the control-group participant showed variation
from the ACT group results. Flynn’s pre-, mid-, and post-treatment AAQ-II results were 38, 25,
and 38, respectively, showing no improvement regarding experiential avoidance or psychological
inflexibility. For the BI-AAQ, his scores were 58 pre-treatment, 55 mid-treatment, and 71 posttreatment, respectively, indicating a reduction in body-image acceptance by 13. Pre-, mid-, and
post-treatment DDS scores were 23, 20, and 17, respectively, displaying a reduction of defused
thinking by 6. EDE-Q global scores for Flynn were 4.28, 3.68, and 2.94 for pre-, mid-, and posttreatment stages which does indicate an improvement in eating disorder symptomology by 1.34.
Despite a reduction in symptomology, Flynn’s global EDE-Q score at post-treatment remained
within participation criteria of 2.09. Lastly, Flynn’s FAQ results indicated a primary function of
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access, score of 22, with a potentially dual secondary function of sensory and escape, both
scoring 19.

Figure 12. The above graphs display pre-, mid-, and post-treatment scores of the AAQ-II for all
participants, with higher scores indicating greater psychological flexibility. ACT participants,
Sylvia and Lydia, showed improvement in psychological flexibility whereas Flynn (control
group) maintained baseline AAQ-II score at post-treatment.
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Figure 13. The above graphs display pre-, mid-, and post-treatment scores of the BI-AAQ for all
participants, with higher scores indicating lower levels of body-image acceptance. ACT
participants, Sylvia and Lydia, showed improvement in body-image acceptance whereas Flynn
(control group) displayed a reduction in body-image acceptance.
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Figure 14. The above graphs display pre-, mid-, and post-treatment scores of the DDS for all
participants, with higher scores indicating greater levels of defused thinking. ACT participants,
Sylvia and Lydia, showed improvement in defused thinking whereas Flynn (control group)
displayed a reduction in defused thinking.
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Figure 15. The above graphs display pre-, mid-, and post-treatment global scores of the EDE-Q
for all participants, with higher scores indicating greater levels of symptomology. All three
participants demonstrated a reduction in eating disorder symptomology with both ACT
participants no longer meeting study inclusion criteria (2.09).
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CHAPTER IV: DISCUSSION
The present study provides preliminary evidence in the efficacy of ACT in reducing
disordered eating behaviors and aversive private events. When comparing the effectiveness of
ACT to Behavioral Contracting, a divergence in behavioral change was identified (i.e., Figure 10
and Figure 11). Based on the results of measured overt and covert behavior, Behavioral
Contracting did not demonstrate a significant change. However, ACT did demonstrate
improvement in psychological inflexibility and experiential avoidance, body image acceptance,
defusion, and symptomology as demonstrated within the self-report rating measures. It should be
noted that Lydia, who reported escape as a primary function of disordered eating, indicated
greater improvement in indirect measures than did Sylvia who indicated access as the primary
function for her disordered eating behaviors. It is possible that ACT may be most effective for
those who engage in disordered eating as a form of experiential avoidance (i.e., escape) due to
the fact that ACT specifically targets such functionality. Future research should seek to
determine if tailoring the ACT intervention based on the function maintaining disordered eating
behavior may lead to more substantial improvements across measures.
The present study further provides preliminary evidence of the efficacy of ACT in a telehealth format for individuals who have access to appropriate resources such as stable internet,
computer with a web camera, and a safe environment to engage in treatment. However,
technology is notorious for variation in reliability. Throughout the study there were instances in
which internet quality was poor and discussion between the researcher and participants was
interrupted. Tele-based formats may be best suited for rural communities in which finding
treatment in close proximity is challenging. For instance, in-person treatment may not be costeffective due to travel time and loss of income (i.e., leave work early or come in late) to attend
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sessions. The adaptability of ACT to a telehealth model may increase service provision to
individuals who would be unable to commute due to work, distance, or, potentially, familyrelated dynamics (i.e., lack of childcare, minor who is reliant on parents, etc.). Behavioral
Contracting was shown to be less effective in a telehealth model in reducing disordered eating
behaviors, increasing values-based behaviors, and improving indirect measures. It is possible that
the format itself hindered the efficacy of behavior change as it is more difficult to assess the
client’s environment for potential barriers they might not have identified and adequately control
reinforcement in a tele-based model. Furthermore, the control-group participant’s web camera
was unusable for the majority of treatment and therefore it was difficult to assess body language
during treatment.
Another consideration is the reported frequency and severity of behavior. The
participants involved within the study did not report a high frequency or severity of disorder
eating behaviors during baseline. Therefore, change in percentage of intervals from baseline to
treatment is minimal across all three participants. However, as seen in figure 4, there is a slight
decreasing trend in percentage for ACT-group participants and indirect assessments showed
improvement in psychological flexibility, body image acceptance, defusion, and symptomology.
The presenting data is limited as there were few participants included. Despite more individuals
interested in joining, only three were able to fully participate. It would be beneficial for future
research to have more participants, equally divided into groups to more accurately assess
differentiation between treatment. Additionally, due to the nature of self-reported data, it is
possible that participants underreported data. For example, Sylvia reported difficulties in
reporting data on a daily basis and, in the beginning of her participation, noticing when she was
engaging in food restriction. It should be noted that those who did participate in treatment
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indicate a “readiness” to address their concerns. The process of self-collected data may bring a
new level of awareness to the individual’s behavior and if they are not ready to confront the
distress will pose as a challenge in continuing, as evidenced by one drop-out participant who was
unable to complete baseline.
A final limitation may be seen for some in the use of between-session activities. There is
a tremendous amount of effort in solidifying ACT-based concepts through the use of active
participation and self-paced activities. This may not be a preference to all individuals and should
be a consideration when providing treatment. Also, positive attitudes toward treatment could
indicate a higher likelihood of the individual fulfilling these tasks.
There is a limited body of research displaying the efficacy of ACT in the treatment of
individuals with eating disorder symptomology employing the use of behavioral data collection.
Although ACT has been shown to be effective with patients experiencing more severe behaviors,
behavioral data collection was not included (i.e., Juarascio et al., 2013). Therefore, further
research should incorporate behavioral data collection along with indirect measures to examine
the effects of ACT on more severe disordered eating and values-based behaviors. As indicated in
previous studies, ACT has preliminary evidence of being an accepted treatment approach for
disordered eating as the concepts involved can be used for all forms of psychological distress
(i.e., generalizability) and treatment does not solely focus on the disorder but also values and
behaving according to those values (Hill et al., 2015). Furthermore, an evaluation of the function
or context of disordered eating behavior and including a functional approach within ACT may
increase the efficacy, especially when working with this population. Due to the significant
medical concerns associated with disordered eating, it is crucial that researchers continue to
evaluate the efficacy of treatments so as to identify the best model for this population.
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